 <HOSPITAL NAME>
Application for Financial Assistance and Charity Care 
<Hospital Name> encourages you to apply for financial assistance or charity care if you  need help paying your hospital bill for inpatient or outpatient hospital care.  Under these programs, the hospital can provide  either free or reduced-price care based on your eligibility and income.  You can get charity care or financial assistance even if you have insurance and need help with your co-pays or deductibles.  If you have questions or need help completing this application, please call <Name> at <Phone/Email>.  

Please Print
Personal Information
Patient’s Name: ________________________________________________________________________

If patient is a minor or a dependent, print name of parent or other responsible party: _____________________________________________________________________________________

Mailing Address:  ______________________________________________________________________

_____________________________________________________________________________________

Telephone Number:  Work (      )  ______________________    Home (      ) _______________________    Number of people in family (living in household): ________

Health Insurance information

Medical Insurance?  Yes ______    No_______   If “yes,” print name of insurance company:   ____________________________________________________________________________________
Policy Number:  ______________________________________________________________________
Other Coverage?      Yes ____         No ____   Please identify other coverage:  _____________________
Medicare 

Medicaid 
           
 

Is the medical treatment because of a car accident or other third party injury? 
Yes _____    No______
Is the medical treatment because of an on-the-job injury or accident?                     Yes _____   No ______
Income:    Be sure to include with your application documents that give the income amounts you list below.  For example:    
· Pay stubs from all employment or 
· A “W-2” withholding statement or
· Last year’s income tax return or  

· Letters approving or denying Medicaid, medical assistance, other benefits or
· Letters approving or denying unemployment compensation or 

· Written statements from employers or welfare agents.

Current family monthly income (before taxes are taken out):                      $_________________  
Total family income for the past three months (before taxes are taken out):       $_________________ 

Has your family had any seasonal or temporary increases or decreases in income?  Or, do you expect your income to change in the next three months?  

Yes ____   No ____   If yes, please describe:  ________________________________________________  _____________________________________________________________________________________
Have you recently suffered severe financial hardship or personal loss (for example, other medical expenses, death of a loved one, loss of job or wages, loss of home, auto, or other property)?  
Yes ____   No _____    If yes, please explain: ________________________________________________  _____________________________________________________________________________________
Do the documents that you are including with this application show your current financial situation correctly?   
Yes ______   No ____    If no, why not? ____________________________________________________
_____________________________________________________________________________________

If you are asking for financial assistance or charity care for services already provided by <HOSPITAL NAME>, please list dates of services and what services you received:  ____________________________________________________________________________________
____________________________________________________________________________________

I understand that the information I am giving will be verified by <HOSPITAL NAME> and reviewed by state and/or federal enforcement agencies and others as required.  I certify that the above information is true and accurate to the best of my knowledge.  

Applicant’s Signature _________________________________________  Date  ___________________
Mail this application with all documentation to:  

Billings - Business Services – Patient Accounts
STREET ADDRESS 
CITY, STATE ZIP 

Form Number  Revised      
April 15, 2005

Eligibility Determination (For Office Use Only)

Patient Account Number _____________________________________________________________

Date Application Received:  ______________

Income Verified?  Yes ____   No ____

Current Federal Poverty Guidelines for family of ______ is $___________ per month.  

The patient requires medically necessary care

Yes___   No ___
[Hospital may establish more lenient criteria to cover additional types of care if it wishes.]

The patient lives inside our hospital’s defined service area:

Yes __ No__

[This is an optional provision.  Hospital may offer charity care to those outside its service area.]

If the answers are yes, then complete the following questions:

The patient is uninsured and the  gross family income is at or below 300% of the current federal poverty level: Yes___No___

The patient is insured and the gross family income is at or below 200% of the current federal poverty level:  Yes__ No>>

If “no to any above,” does patient qualify for catastrophic charity?  Yes ____  No ____

_____  Application approved.  Amount provided as financial assistance or charity care: $_______________

_____  The applicant’s request for charity care has been denied for the following reason(s):

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Beginning balance of patient’s account ($                     ) less medical coverage/amount payable by third party sources ($                    ) less charity ($                    ) = Patient responsibility ($                       ).  

Date of determination: _____________




Date applicant notified: _____________

Prepared by: ___________________________________________ 
Date: _________________

Reviewed by: __________________________________________
Date: _________________ 


